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The current changes taking place in the NHS will have a profound effect on sexual 
health services. 


The Independent Advisory Group on Sexual Health and HIV contributes to these 
new developments with positive suggestions. Where appropriate, we sound alarms. 
Overall, our aim is to give an informed view to Government on what is happening to 
sexual health services, and what we believe the impact of changes will be. 


We are concerned that sexual health services in the broadest sense are being de- 
prioritised by Trusts, The IAG's recent research demonstrates that Government 
funding to support the Choosing Health White Paper is reaching front-line services 
in only 30 out of the 191 PCTs surveyed. This is a great disappointment. 


We very much welcome the development of clinical networks to provide local services 
that respond to local needs. We see the networks as an essential part of ensuring the 
success of the Modernisation Initiative. The general proposals outlined in the White 
Paper Our Health, Our Care, Our Say, and specifically in Making It Happen, include 
PCTs establishing sexual health networks. We hope this support will help strengthen 
networks, which in many areas are not robust enough. 


We believe it is essential that the 48 hour GUM access target remains an NHS priority 
next year, but if this is to be achieved in the most effective way it is vital that the 
role of community contraceptive services in the diagnosis and treatment of STIs 
is supported and developed. Indeed, contraception and other reproductive health 
issues must be part of the Government's priority in their own right. 


This Government has taken so many constructive steps to support sexual health 
— the provision of £300 million to support the Choosing Health White Paper, the 
national awareness Campaign on sexual health, and the very welcome reduction in 
VAT for condoms — that it would be a great shame to lose the vision of the National 
Strategy for Sexual Health and HIV which is the backbone to modernisation. There is 
a danger that the current reconfiguration encourages the fragmentation of sexual 
health services. 


The IAG is aware of issues around training for clinicians and non clinicians. PCTs’ 
tighter budgets on training could put at risk the quality of patient care, as well 
as Career and personal development for staff. Training, along with leadership and 
innovation, is a key theme of this year's annual report. 
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Executive Summary 


By exploring important changes currently underway in the NHS, the JAG informs 
decisions currently being made around sexual health services, The current rate 
of change within the NHS means we cannot fully anticipate the potential outcome, 
gain, or indeed, damage as far as sexual health services are concerned. 


Qur recommendations provide some basic steps to protect and extend quality 
services. They help to ensure that strong leadership for sexual health services is in 
place at a national and local level. 


This report considers how best to build effective sexual health services in the 
community. We advise on measures which we believe will ensure local services 
are appropriate to meet local needs — with a view to establishing good patient and 
community-centred care for the future. 


The prioritisation of the 48 hour GUM access target as an NHS ‘top six’ target has 
had a positive impact on the importance accorded to the provision of sexual 
health care. This includes raising the profile of sexual health, and in many cases, 
galvanising PCTs and providers to improve GUM services. 


However, the changes in commissioning, contracts, the introduction of tariffs and 
the reconfiguration of SHA and PCT boundaries mean that sexual health services 
— in particular contraceptive services - are in jeopardy. 


This report celebrates examples of best practice and innovation as there 
is much to learn from the work that has occurred ‘on the ground’ which could be 
emulated. 


Line Key areas ConslaerTeda are: 


What constitutes effective leadership for sexual health — and what should 
the reach and influence of these leaders be in the new and changing NHS 
configuration? 


.. Commissioning Frameworks — what are the implications for sexual health? 
3. Training and Development 


“. Prevention and Health Promotion 
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Recommendation One...... Si RaUe een c ue olive ue “ahaiteaie Pirates 6 ware ae 


That the Government ensure that sexual health services are protected, and that 

commissioning of services is reviewed on a national basis. 

In Rractice: 

i. That the National Programme Board, or a committee created solely for this 
purpose, monitor the impact of commissioning of all sexual health services 


(including GUM, contraception, abortion and psychosexual services] at a national 
level. 


2. That the IAG advise the Director of Commissioning, the CMO and Deputy CMO on 
this issue, 


That the SHA Directors of Public Health, the Health Protection Agency and the 
Faculty of Public Health work together to inform commissioning. This is an issue 
of public health which includes infectious disease control. 


> 


That each PCT has a public health specialist who reviews the sexual health needs 
of the local population in conjunction with clinicians to advise and inform the 
local commissioning process. 


“ — ee oe ees | op 
Rec OoOmmendation lwo : 


That the Government keep the LUP on 48 hour GUM access target as an NHS priority, 
but extend the target to all sexual health services, including contraception, with 
requisite investment in IT prioritised. 


The Department of Health to ensure that there is a comprehensive mapping for all 
sexual health services for a] waiting times and b] surveillance of infections. 
Recommendation Three. 

That the Government ensure a significant percentage of the PCT budget is identified 
for public health services including sexual health, as well as drugs, smoking and 


alcohol. This money should also cover prevention and promotion. The IAG believes 
that only ring fencing will guarantee the money going where it should. 


Recommendation Four.-.-... WEMRTRUAT NR Ta Teich ate) a) xe ns oie unos ach a Wrele a erates 


That the Government advise that the determining and implementation of the 
Payment by Results tariff is condition specific rather than site [or practitioner) 
specific, and that the complexity of sexual health issues are raised and explored with 
the Payment by Results team to ensure full understanding and implementation. 


In Practice: 


That pilot tariffs should be developed by the Payment by Results team and piloted 
in an SHA/PCT which would allow the issues to be resolved around community 
contraceptive care, as well as perverse incentives in the GUM tariff. 
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Recommendation. FIVE <2 o-o 00s 6 o:0%:0 cele ae Ole ee ole i Ree ae 


That the Government ensure that the Commissioning Directorate, the Workforce 
Directorate, the Payment by Results team and the Department of Health's Sexual 
Health Team work closely to ensure that training is adequately funded within tariff 
and protected for the future. 


RecoOmMendarion GUM « <a. othe 405 wine 0 al cox acacaletels wis © Sle tetel aie oe cee eee 


That the Government re-focus on preventing sexual ill-health. Sexual health 
promotion should be prioritised and SHAs asked to work with PCTs to develop regular 
promotional strands that are performance managed as part of Local Delivery Plan 
(LDP) arrangements. 


Tn eanees ee Ee Ae la ae elearlese 
in ptr actice, IOcUS SNoUIC include: 


Prevention of the spread of HIV (and other STIs} 
Prevention of unwanted pregnancies 
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1. Providing Effective Leadership 


Protecting What Has Been Achieved 


The IAG believes that where there is investment in leadership, planning, and 
structure of sexual health services, health gains can be made and money can be 
saved. 


The last few years have demonstrated the positive effect that an overall strategy 
and strong leadership can have in terms of improving sexual health services. 


There is still a long way to go before the epidemic of STIs in this country is 
successfully tackled. 


There have been rewards - some good news on HPA STI data with decrease in 
gonorrhoea by 13%'in GUM clinics, a positive reflection of the LDP on reducing 
rates of gonorrhoea. 


However there is no room for complacency. Genital chlamydia remains the most 
commonly diagnosed STI in GUM clinics with an increase in diagnoses of 5% (from 
104,840 in 2004 to 109,958 in 2005). Primary and secondary syphilis diagnoses 
increased by 23% (from 2282 in 2004 to 2814 in 2005) making current rate of 
syphilis at their highest since the 1950s. New diagnoses at GUM clinics rose by 60% 
between 1996 and 2005. In 2005, a sexual health screening service was provided 
on over 1.8 million occasions at GUM clinics, and 790,443 diagnoses of sexually 
transmitted diseases were made.’ 


HIV prevalence continues to increase steadily with an estimated 63,500 adults now 
living with HIV in the UK, a figure which includes those 20,100 (32%) who remain 
unaware of their infection.’ 


The provisional 2004 under 18 contraception rate for England shows an overall 
decline of 11.1% since 1998 and is the lowest rate for 20 years (the baseline year for 
the Teenage Pregnancy Strategy). The under 16 conception rate for England in 2004 
is 7.5/1000 girls aged 13-15. This is 15.2% lower compared to the Teenage Pregnancy 
Strategy'’s 1998 baseline rate of 8.8 conceptions/1000 girls aged 13-15.* 


The Government, Department of Health and NHS began implementation of the 
National Strategy for Sexual Health and HIV in 2001 and, as part of the strategy, 
sexual health leads were put in place within SHAs and PCTs. 


It is noticeable that when a strong champion (either a clinician or sexual health 
lead] is in place and supported by their PCT or SHA, there is improved performance 
and innovation in the service. 


There is a danger that the recent reconfiguration’, coupled with the changes in 
commissioning structures, will mean impetus will dwindle. Many of the sexual 


1 Health Protection Agency, Centre for Infections, A Complex Picture: HIV and other Sexually Transmitted Infections 
in the United Kingdom 2006 

2 Ibid 

3 Ibid 

4 Teenage Pregnancy Conception Statistics, ONS, 2006 

S Reconfiguration in which 303 PCTs merge to 152 and 28 SHAs to 10 
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health leads have lost their jobs, or changed into more generic roles. Much of the 
knowledge and skills developed over the last few years will be lost. 


The IAG is concerned that commissioning of sexual health services will be 
compromised in areas where there isn't a strong lead in place, managerial or clinical, 
or a history of commitment to services. We are also very concerned that sexual 
health services — in particular contraceptive services — are being sacrificed at the 
altar of PCT deficits. Such a short term approach will only lead to more unintended 
pregnancies and higher costs in the future. 


The IAG is eager to see what the commissioning criteria will be for sexual health 
services. We wish to ensure that sexual health services are encouraged and 
protected, 


Services designed to control infectious diseases such as STIs should be viewed ona 
national level and as a public health necessity. The provision of STI prevention and 
treatment services should not be dependent on local priorities and interests. 


For example, it is pointless for one PCT to screen and treat for chlamydia if the 
population six miles away — in the town-centre where all the popular clubs are 
located — is not being screened and treated. This undermines the benefits of a 
national screening programme, and is what we are beginning to see in some areas 
where screening has yet to be rolled out. 


In the next stage of the modernisation programme, there will be fewer centralised 
bodies providing direction on sexual health. Indeed, the IAG will be one of the few 
remaining national bodies providing an overview on services. 


The IAG believes there needs to be co-ordinated collaborative commissioning. 
The increased geographical size of the new SHAs and PCTs and the co-terminaosity 
with local authorities means that planning for local populations on a larger scale 
becomes viable. 


IAG wishes to see robust commissioning Service Level Agreements [SLAs] in place 
for contraception. Commissioning processes do not reflect the increased costs of 
recent developments in contraceptive technology. 


The IAG suggests that a core of experienced public health specialists should review 
the sexual health needs of the population, and services be commissioned based on 
their findings. This would ensure appropriate coverage. 


“"“AITIMOnN Aatinn fine 
VITMMIMCTIGAaATION UTLC eee easeeseeceaneveeonneeeeaeeeensoneveenenneneeeee28928e08 


That the Government ensure that sexual health services are protected, and 
that commissioning of services is reviewed on a national basis. 


In Practice: 


|. That the National Programme Board, or a committee created solely for this 
purpose, monitor the impact of commissioning of all sexual health services 
(including GUM, contraception, abortion and psychosexual services] at a national 
level. 
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. That the IAG advise the Director of Commissioning, the CMO and Deputy CMO on 
this issue. 


3. That the SHA Directors of Public Health, the Health Protection Agency and the 
Faculty of Public Health work together to inform commissioning. This is an issue 
of public health which includes infectious disease control. 


That each PCT has a public health specialist who reviews the sexual health needs 
of \the local population in conjunction with clinicians to advise and inform the 
local commissioning process. 


DUIM(ILILILY 6a weRsedecvmencasbevtccbesseccsécéstvesvccsenctecnece se 


Modernising for the Future 
Southwark and Lambeth Modernisation Initiative 


The Modernisation Initiative is a four year programme looking at service redesign 
and improvement without extra investment for sexual health, kidney disease, and 
stroke services. It is funded by the Guy's and St Thomas Charity. 


“The funding provided for this initiative was not to set up and deliver, but reconfigure 
within the same cost envelope” says Vikki Pearce, Programme Manager for Sexual 
Health 


The sexual health programme was broken down into three phases. 


Phase one was a scoping and needs assessment from the perspective of service 
providers, service users and evidence based practice. By the end of the phase the 
team had the information to plan a service redesign. 


The next phase translated theory into practice. The team experimented on a small 
scale, changing flow in clinics by introducing slot bookings and redefining the role 
of existing staff. 


They also worked with the voluntary sector, spoke to local GPs to see how practice 
based commissioning may work, and developed the roles of community pharmacy 
- some community pharmacies now provide chlamydia screening for the general 
population. This runs in tandem with the Boots pilot for chlamydia screening. 


In April 2007, Southwark and Lambeth enter the final phase — putting the 
modernisation into practice ‘in a microcosm’. The Sexual Health Centre in 
Camberwell will provide basic and intermediate GUM and contraceptive services. 
Abortion is available at the same site. The staff will comprise sexual health 
practitioners who can provide both GUM and contraceptive services. 


Many patients will be offered a self care pathway. Distribution of condoms and 
pregnancy tests may be managed by a healthcare assistant, as may asymptomatic 
Screening using urine based technology. 


The team hopes that there will be a great increase in capacity at the basic end of the 
spectrum. A predictive model indicates that they may increase capacity to see up to 
45,000 more patients. 
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A clear benefit of this model is that specialists are freed up to deal with complex 
cases, and have more time to focus on training, development, governance and 
research. 


The Modernisation Initiative finishes in December 2007 and the team aim to have 
modernisation firmly embedded in the local services, anda strong multidisciplinary 
local sexual health network in place. 


c. Targets and Services 


The 48 hour GUM access target should be an important driver leading improvement 
in GUM sexual health services. The target has ensured that the spotlight has been 
turned on GUM services in terms of funding, staffing and provision of services. 


The inclusion of the 48 hour GUM access target in the top six NHS priorities has 
been helpful in keeping a focus on services although many services are stretched 
meeting the target.* 


The IAG would also like to see access to young people’s sexual health clinics 
monitored, 


The soon to be completed National Genito Urinary Medicine Service Review, and the 
work of the National Support Team are vital in keeping interest and engagement 
around GUM services within Trusts, and in helping establish good working practice 
in Trusts failing to reach the target. 


The Department of Health maintains that the 48 hour GUM access target was part of 
the redesign of services as a whole. 


Contraceptive services are not included in the target and there is evidence of 
disinvestment in some areas. There is an unclear national picture of exactly what 
contraceptive services exist. This is partly due to lack of information (which should 
be addressed when the results of the contraceptive audit are finally released), and 
partly because the disinvestment means that services are being closed down. 


Experience now teaches that explicit inclusion in targets is imperative — especially 
when most Trusts are under financial pressure — and contraception should be 
included in the target. 


In the last Annual Report (2004/5), the IAG expressed concerns over the fate of 
specialist sexual and reproductive community services, and also concerns about 
whether NICE guidance on Long Acting Reversible Contraception (LARC) was being 
followed to ensure the availability of all methods of contraception to all women. 


These concerns have increased significantly with the introduction of new 
commissioning practices including Practice Based Commissioning. 


4 The results of the GUM Waiting Times Audit show a small continued quarterly increase in the percentage of attendees 
who are seen within 48 hours, from 48% in August 2005 to 57% in August 2006. In the year between August 2005 and 
August 2006 there has been an improvement in all but one region., Health Protection Agency, GUM Waiting Times Audit; 
August 2006 
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Failure to invest in contraception and services appropriate for community 
needs, especially those of marginalised community groups, will prove expensive 
on’a national and personal level (leading to increases in abortions or unwanted 
motherhood) and also will have an impact on Teenage Pregnancy targets. 


Good quality contraceptive services have been proven a ‘quick win’ — cost effective 
and an excellent early and on-going way to empower and inform women. Good 
contraceptive providers often build long-term relationships with women and can 
identify and deter risky sexual behaviours. Contraceptive clinics are also a good 
place for early detection of STIs. 


Many women do not feel comfortable visiting their GP for their contraceptive needs 
(especially young women, a particularly vulnerable group) and their lifestyles are 
often dissonant with highly structured or appointment-only services. 


There were 2.6 million visits to contraceptive services made by 1.2 million women 
in 2005-6. Of the 1.2 million women, the proportion aged under 16 has grown in the 
last 10 years from 5% to 7%, and the peak age group for clinic attendance is 16-19, 
representing 22%°. 


Should community contraceptive services not survive without maintenance — where 
will these women go? 


Community contraceptive clinics provide a vital role in chlamydia screening and 
STI provision, contraception provision, teaching, training and are the gatekeepers 
of clinical governance. 


Recommendation Iwo 


That the Government keep the LDP on 48 hour GUM access target as an 
NHS priority, but extend the target to all sexual health services, including 
contraception, with requisite investment in IT prioritised. 


The Department of Health to ensure that there is a comprehensive mapping for 
all sexual health services for a] waiting times and b] surveillance of infections. 


Case Studly «cccccvccgccccescccccccceoscccssesesesesecscossasesscces 


Reconfiguring a GUM Service — Barts and the London 


Barts and the London has a Level 3 GUM service in which there were over 55 ,000 
attendances in 2005 across two sites - one in the City and one in Whitechapel. The 
demographic profile of the population is varied and challenging, Tanging from 
City office workers, sex workers, those with HIV, to a socially deprived, often young 
population, which has broad ethnic mix. 


S The NHS in England could save almost f1 billion over 15 years, by investing in contraceptive services and speeding 
up women's access to abortion services by just ten days. (The ‘Economics of Sexual Health’ research by Newcastle 


University on behalf of fpa) 
6 NHS Contraceptive Services, England, 2006/06, The NHS Information Centre 
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The service was under extreme pressure in early 2000. “We reduced clinic times 
on two occasions because we couldn't handle the volume, and were also suffering 
from high staff turnover,” said Celia Skinner, Associate Clinical Director. “Morale was 
pretty low.’ 


A chink of light came in 2003, when GUM services nationally received recurrent 
revenue investment funding based on activity levels from the Department of 
Health. 


Barts and the London used the money, among other things, to fund a nurse 
consultant role. They have not received any other funding since that investment 
— no Choosing Health money, for example - and all changes have been made within 
existing budget. 


In order to alleviate pressures and improve the service, a multi-disciplinary 
transformation team was established and a key strand of this work was a model of 
service which is consultant-led but predominantly delivered by nurses. 


A high staff turnover among nurses gave an opportunity to overhaul the team. 
The structure of the nursing team has changed with the appointment of nurse 
practitioners and more senior nurses to clinically deliver care. All Band 6 nurses 
and above are dually trained in STI and contraceptive services, and can manage 
whole patient episodes. 


“We have found that it is essential to have a champion to make these changes,” says 
Skinner referring to the importance of the nurse consultant role in the restructure 
in helping ensure the support of other medical staff in the unit. 


“60% of our patients at Barts are managed by nurses, and we hope to get that up 
to 70% or 80% in a year and roll this out to the more challenging population at 
Whitechapel,” says Skinner. 


Animportant part of the overhaul has been the development of the role of unregistered 
sexual health technicians {or healthcare assistants]. At the moment, sexual health 
technicians are trained in venopuncture, slide preparation and chaperoning. Claire 
Tyler, the nurse consultant hired as aresult of the investment funding, is working with 
the multi disciplinary team to develop competence based training which means that 
technicians will also be able to perform microscopy. The last time Barts advertised 
for sexual health technicians, they received 140 applications for two jobs. 


“We have reduced the patient's journey time by 30%” says Tyler. A series of practical 
measures like slot bookings {asking the patient to return at a specific time if the 
clinic is very busy], self triage, and reducing the need for follow up helps manage 
patient load. They no longer have to reduce opening times, which have increased by 
20% in the last year. 


A survey of patients shows they are happy with the quality of care, and nurses are 
reporting job satisfaction. “We know that nurse delivered care is comparable to 
doctor delivered care. We haven't compromised quality or standards,” says Tyler. 


Importantly, Barts and the London is sharing its experience and training with the 
local sexual health network. The new approach means that they hope soon to have 
capacity to handle demand from actively promoting their GUM services, as well as 
providing more outreach clinics. 
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3. New Commissioning 
Arrangements in the NHS 


Changes in the commissioning structure across the NHS allows for flexibility in 
commissioning arrangements. Strong local commissioning means that local 
patients and clinicians will, on behalf of patients, service users and local people, 
have a say in what services are purchased’, 


There is a great deal of scope for innovation, working with new service providers 
and directly addressing the needs of the local community, which is tremendously 
exciting. 


However there are concerns. 


If PCTS and GPs are left to commission with financial balance being their number 
one priority, then the main criterion on which the decision is made will be on cost. 
The IAG is concerned that this may foster a short-term approach. For example, 
will the commissioning of services include the costs of training, development and 
clinical governance which are vital to perpetuating good sexual health services in 
the future? 


Under Practice Based Commissioning, PCTs nowwill beresponsible for commissioning 
specialist services and therefore we strongly advise that action is taken to ensure 
that specialist services are preserved within the new PCT landscapes. 


The National Strategy for Sexual Health and HIV envisaged that the extension of 
services into communities would be additional to rather than a replacement of the 
specialist provision (Level 3 services}. Without the specialist core to provision, there 
will be no satisfactory training, no satisfactory clinical governance framework, 
and a consequential decline in the standards of services with adverse health and 
economic consequences. This will also be difficult to rebuild once it is lost. 


The IAG has already demonstrated that PCTs can and will take funding from public 
health in order to plug deficits® when we undertook research that revealed that 
funding provided to support the Choosing Health White Paper was reaching front- 
line services in only 30 out of 191 PCTs. 


In order to ensure the continuation of public health programmes, a certain 
percentage of each PCT allocation should be identified for Public Health, including 
sexual health, and prevention and health promotion. 


7 Practice Based Commissioning transfers commissioning and contracting responsibilities, along with the associated 
budget, from PCTs to primary care clinicians, including GPs. The aim of Practice Based Commissioning is to improve 
services, patient experiences and outcomes by bringing contracting services ‘closer to home’ and integrating other 
services into new care pathways (e.g. Social Services]. 

Just over 70% of the new PCTs are co-terminus with boundaries of local authorities with social services responsibilities 
(compared to 44% previously}. The average population covered by each PCT has risen from an average of 165,000 to an 
average of just below 330,000. 

8 Choosing Sexual Health — Where Did the Money Go? IAG research into whether £300 million in Government funding to 

support Choosing Health White Paper reached front-line services, results published on 27 July 2006 
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Recommendation LTHre@eR eccccccccceccccccscesccssececeseccccesesscccesens 


That the Government ensure a significant percentage of the PCT budget is 
identified for public health services including sexual health, as well as drugs, 
smoking and alcohol. This should also cover prevention and promotion. 
The IAG believes that only ring fencing will guarantee the money going where 
it should. 


Case STUY eecsccccccccescccccescccccsesesceccssecseessssceceseses 


Meeting local needs: Ashfield and Mansfield PCTs 


“I know what lowers rates of teenage pregnancy, but I wanted to know what lowers 
rates in Ashfield and Mansfield PCTs” says Julie Meldrum, Senior Manager, Public 
Health (Children and Young People} who works closely with the sexual health lead 
and public health manager, Clare Bale, at Ashfield and Mansfield PCTs on planning 
delivery of sexual health services. 


Meldrum describes the demographic profile of the area: “We are an area that has 
a high rate of teenage pregnancy and low levels of termination, high rates of STIs, 
poor life expectations and aspiration, poor levels of academic performance and poor 
job opportunities locally — with migration of those who do well.” 


Ashfield and Mansfield District PCTs {reconfigured as part of Nottinghamshire 
County PCT) carried out two qualitative pieces of research working with young 
people, ‘Sex, Lives and Videotape’ (March 2004) and ‘Think in Pictures’ (December 
2005). The results are helping inform Meldrum and Bale plan effective services for 
young people. 


Within the research, young people describe their school as a ‘safe’ place, see their 
friends as a form of extended family to be in constant communication with, and 
identify one particular teacher again and again as a role model — information which 
gives valuable clues when planning placement and ‘style’ of both service and staff. 


Both Bale and Meldrum are convinced that there must be an evidence base behind 
all service provision. “If services are built with reference to a strong evidence hase, 
they are more likely to be sustainable, and more importantly, proactively support 
vulnerable young people which is essential in a sensitive area of practice like sexual 
health provision” says Meldrum. 


The PCTs have put in place a number of Service Level Agreements and partnership 
working across the statutory and voluntary sector to ensure a spectrum of quality 
provision. They also put great emphasis on contraception, and have a family 
planning nurse specifically for teenagers, and run a range of adult and young 
persons clinics. 


Bale adds: “We are in the process of implementing LARC using some interesting 
social marketing ideas”. 
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The PCTs havea planned investment of £1 million in sexual health, including £535,000 
capital development for GUM clinic at.a day hospital. Other plans include placing a 
primary care service in a comprehensive school at Ashfield, a revolutionary ‘hub 
and spoke’ model to provide chlamydia screening in community settings anda drive 
to foster ‘person skills’ of the staff. 


The programme is a multi-agency approach involving a number of different groups 
including the youth service, healthy schools, sexion, connexions and technochances. 
It encompasses frameworks including the Children's Services, Every Child Matters 
Framework, The Teenage Pregnancy Strategy, Neighbourhood Renewal Targets, and 
the Children's NSF — to name a few. 


Bale and Meldrum are aware that “one size can't fit all" but, by consulting with young 
people, hope to provide a flexible service that is a good deal closer to meeting their 
needs. 


4. Payment by Results 


Although still under development, Payment by Results (PbR] is prompting a number 
of concerns. Initially, the Payment by Results tariff was devised based on information 
of costs from acute trusts. The intention is to roll out Payment by Results throughout 
the NHS, but at present it is only implemented for acute hospital providers. 


Twenty two billion pounds worth of activity already is going through Payment by 
Results, with trust providers being paid for the activities that they undertake within 
this framework. 


Payment by Results tariffs have been published for many elements of Genito- 
urinary medicine, HIV inpatient care and for abortion care based on preparatory 
Healthcare Resource Group? (HRG} work. There is as yet no Payment by Results tariff 
for HIV outpatient care. 


Payment by Results allows GUM clinics in the acute sector to be paid by case for 
much of the work they do. 


However the ‘community’ contraceptive elements of sexual health care have not 
been yet been priced in this way and Payment by Results will not be extended to 
such care in the near future. 


Unfortunately the Indicative Tariff for community contraceptive services (which is 
provided by the Department of Health as a starting point for discussion in case 
commissioners and providers agree that they want to adopt payment by activity for 
these services] is flawed. The tariff has since been withdrawn. However it is worth 
reflecting on how the tariff was arrived at to avoid the same thing happening with 
future attempts to cost contraceptive services. 


This Indicative Tariff is based on reference costings supplied by the PCTs that 
systematically underrepresented the full costs of providing the services. It is 
therefore not at all clear that it is possible to provide a full range of contraceptive 


3 Health Resource Groups (HRG) are groupings of similar medical (or healthcare] activities which use similar levels of 
resources responsible for developing tariff. 
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provision, or a service of adequate quality, for the current Indicative Tariff. High 
quality work needs to be undertaken to ensure that the tariff is an appropriate 
costing for contraceptive services. 


If not implemented effectively, Payment by Results risks encouraging the 
fragmentation of sexual health services and works against patient-centred, 
flexible networked care, At the moment, many elements of sexual health care 
are excluded from tariff not only by the nature of the procedure/treatment, but by 
where, and by whom, it is carried out. 


The National Sexual Health Strategy promotes holistic sexual health services 
including GUM, contraception, abortion and psychosexual services. How is it possible 
to plan and provide a ‘holistic’ approach to sexual health services with no central 
overview or guidance on all the elements of sexual health pricing? 


> er ee ee - 
Recommendation FOUT exsoecececeee eset eSGeoeaeeseseeeseseeeoeeeseceeoseeeaevseces 


That the Government advise that the determining and implementation 
of Payment by Results tariff is condition specific rather than site 
(or practitioner] specific, and that the complexity of sexual health issues 
are raised and explored with the Payment by Results team to ensure full 
understanding and implementation. 


In Practice: 


That pilot tariffs should be developed by the Payment by Results team and piloted 
in an SHA/PCT which would allow the issues to be resolved around community 
contraceptive care, as well as perverse incentives in the GUM tariff. 


5. Training and Career 
Professional Development 


The link between training and commissioning must be strengthened so that training 
is adequately funded and identified with an appropriate tariff, and staff, clinical and 
otherwise, are equipped with the tools to work in, manage and deliver sexual health 
services. This is particularly important during this process of devolution. 


Training needs should be captured within the commissioning framework. 


At the moment, commissioning decisions are based on numbers of patients treated. 
The IAG notes that in order to meet the targets set, there has been a significant drop 
in training as PCTs decide they cannot afford the expense or time to release staff for 
training. Also, services have been de-commissioned - losing trainers and training 
resource (clinics and patients) - or re-commissioned to providers who cannot or who 
are not commissioned to train. 
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This does not only affect doctors — the RCN reports a fall-off in nurses attending 
all courses. 


This comes at a time when new intakes of trainees, both GPs and hospital Speciality 
Registrars, urgently need in-post training before they can provide any level of care 
as this clinical training tends no longer to be provided in medical school. 


Disinvestment in clinical training has a two-fold result 1] it becomes financially 
unviable for training providers to provide training, and 2) the current workforce is 
not updated. The future workforce will be untrained with no provision for training 
the trainers for the future. The whole training agenda is under threat. 


Where will the future and alternative providers come from if these providers cease 
to train and training facilities disappear? There are doctors, nurses and non-health 
care professionals and non-professionals desperately needed to work within sexual 
health and keen to do so. The last two groups are particularly important for promotion 
and prevention. Extra, not reduced, training capacity is needed to address this. 


It is a great achievement that the profile of sexual health has been raised in general 
practice, and sexual and reproductive health is about to have a higher profile in 
core and advanced training in Obstetrics 6 Gynaecology. 


The IAG is also very encouraged by the take up of the RCN distance learning course 
on sexual health for nurses, and sees this as a very effective way of developing 
and upgrading skills in sexual health. There also needs to be greater emphasis on 
sexual health within nurses’ basic training which includes addressing attitudes and 
values, and working with people around deeply personal issues. We also recommend 
that the distance learning course be made available beyond nursing. 


Training is not a luxury, It is the only way to keep the workforce up to standard to 
ensure good quality sexual health services in the future. 


Recommendation Five BREEREBEREBEBREBBREMEREBERERERRERERERER RR RR RER RRR RRR RRR ER REE EE 


That the Government ensure that the Commissioning Directorate, the Workforce 
Directorate, the Payment by Results team and the Department of Health's Sexual 
Health Team work closely to ensure that training is adequately funded within 
tariff and protected for the future. 


Case Studly ecccccccccccccsccsscscecessccsscossssseseosecsscsscssens 


Preparing to Work in Sexual Health 


Vicky Papworth, 22, has just finished her general degree in adult nursing at 
Southampton University. She supplemented her course with the RCN distance 
learning course in sexual health, because she knew that she wanted to work in sexual 
health, and she was prepared to invest time and effort in this career decision. 
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Vicky's interest in sexual health began after experiencing a less than perfect visit 
toa GUM clinic. “I was asked a lot of very personal questions and didnt understand 
why I was being asked them. It was the first time I'd been given a pelvic examination. 
I wasnt given a drape and the doctor went off to take a phone call in the middle of it 
leaving me talking to the nurse with my feet in stirrups. I felt quite violated.” 


Instead of being deterred, Vicky started to look at how she could help. When she 
began her nursing degree, she decided to specialise in sexual health but felt that 
it wasn't well enough addressed in the curriculum, with only one hour devoted to 
sexual health, and one to HIV: 


“The sexual health lecture we had only covered STIs and there was nothing within 
the three years training on contraception or terminations. We did have a lecture on 
sexuality and HIV,” she says. 


So Vicky approached the RCN to supplement her course with the newly devised 
distance learning course, and after some consideration, they agreed she could do it 
at the same time as her degree. 


Vicky embarked on a series of volunteer placements to gain experience. These 
included outreach work with a women's group for sex workers, and she also worked 
as part time support worker at Winchester GUM. During her summer holidays, she 
went out to Ghana to work in a sexual health clinic. 


Vicky has just got a job asa Band 5 staff nurse in Barnet hospital. “It was really hard 
getting into sexual health as a newly qualified nurse. They want life experience 
— but they don't turn away newly qualifieds in palliative care, do they? 


“It's difficult to get into sexual health at the beginning of your career. My advice to 
others is to do the extra work, and get as much volunteer experience as you can.” 


6. Prevention and Promotion 


The IAG is pleased that the newsexual health media campaign, Condom Essentialwear, 
aimed at 18-24 year olds has been launched after a lengthy delay due to budgetary 
constraints. The IAG commends the Department of Health for its work on the 
campaign. 


The IAG is disappointed that out of an original budget of £50 million for the awareness 
campaign, only £4 million has so far been allocated’”. We advise that, if the campaign 
is effective, more money be found to support activity next year. 


We are also very concerned that sufficient free condom supplies are available 
within GUM, community contraceptive clinics, GP surgeries, NGO outlets, schools 
and youth services to both meet demand stimulated by the campaign and support 
the message. 


10 The Government is running three campaigns at the moment: RU Thinking (teenage pregnancy aimed at 13-18 year 
olds}, Want Respect — Use a Condom (teenage pregnancy aimed at 16-18 year olds) and the new campaign. 


The overall spend on these three campaigns is £7.5 million. 


18 e Independent Advisory Group on Sexual Health and HIV 


We recommend that innovative and cost effective service models are developed to 
reach and enable access to services and condom supplies to those who for social, 
geographical and cultural reasons will not or cannot access currently established 
services. For example, research clearly shows young men prefer internet access to 
information and services as opposed to attending clinics. Local pharmacies are as 
yet a largely untapped resource for local service provision. 


Health promotion plays a vital part in public health awareness, both in terms of 
messaging and signposting of services and user involvement. Much of the most 
effective health promotion is driven at a local level to meet local needs. 


The IAG is hearing reports that local health promotion services are under threat as 
budgets are cut. Awareness of sexual health and STIs will quickly disappear unless 
PCTs are pro-active in health promotion, reinforcing many of the gains made in the 
last few years. 


“~ be (hon age 
Recommendation JixX Sseseeesneeveeeaeeaeaeeeseeoe eos eae eases eeseeesscaeaeaseaeaeoeeseaeseae 


That the Government re-focus on preventing sexual ill-health. Sexual 
health promotion should be prioritised and SHAs asked to work with PCTs to 
develop regular promotional strands that are performance managed as part 
of Local Delivery Plan [LDP] arrangements. 


2G ae 2 er en Ts 
In practice, focus should include: 


Prevention of the spread of HIV {and other STIs} 
Prevention of unwanted pregnancies 


Case Study ecccccccccccevcccccccccccccsccessssssesssccccscessecens 


Sexual Health Promotion in the Community: 
Terrence Higgins Trust Bristol 


Challenging stigma and ignorance around HIV are two of the main issues facing 
Terrence Higgins Trust in Bristol. Having enough resources to effectively 
communicate with people is a third. Terrence Higgins Trust Bristol's target group 
is disparate, connected only by risk of contracting HIV: gay and bi-sexual men, sex 
workers — specifically men who sell sex — and African communities. 


Their work is an example of the breadth, reach and effectiveness a local organisation 
can have with various communities. 


Part of the national gay men’s HIV prevention network known as CHAPS, Terrence 
Higgins Trust Bristol is funded by its local PCTs for regular work with the gay 
community including some local outreach and condom distribution at gay venues. 


“Our outreach for gay men is often focused on a specific issue. At the moment 
were promoting PEP (post exposure prophylaxis} which is difficult to get hold of. 
Signposting is an important function for us,’ says Simon Nelson, Senior Health 
Promotion Co-ordinator. 
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As well as ensuring the availability of free condoms in easily visible places, the 
centre promotes ‘Fastest’, a non-invasive HIV test which takes an hour and is 
available on-site. They hope to expand ‘Fastest’ to screen for other STIs. 


Nelson is looking at different and innovative forms of contact such as using the 
internet to target sex workers. The centre is in touch with 10 male sex workers who 
advertise on the web and looking to convert them to ‘health promoters’ who pass on 
resources and information to their clients. 


Terrence Higgins Trust Bristol also targets African groups with health promotion 
messages. 


“We do a great deal of outreach with the African communities to promote messages 
of prevention. Statistically, heterosexual Africans are at the greatest risk of 
contracting HIV. We particularly target barber shops and hairdressers as we know 
they are a meeting place for conversation for African men and women. 


“We're based in an ethnically diverse area of town, and that helps when we're trying 
to target ethnic groups,” says Nelson when discussing their work “Our staffis trained 
in understanding the different needs of the African community. 


“Apart from faith groups, there arent that many community settings where we 
can reach African women who are a very important source of education in the 
community,’ he says. “We see that we're having an impact by the increase in African 
women coming through our doors as a result of our health promotion.” 


Resources for this outreach work are not lavish — one part-time female worker is 
responsible for much of the success, and Nelson is very concerned that some of 
their printed promotional material has to be photocopied, which means the work 
does not look as professional as he would like. 


The group is keen to link with its local PCT and City Council, and is hosting a 
conference for professionals in the field, including faith and community leaders, to 
explore how to reach community groups effectively 


Aside from CHAPS, Street Work and Fastest, everything the health promotion team 
does is funded by Bristol, B & NES, North Somerset and South Gloucestershire PCTs, 
and the funding is attached to specific targets in relation to services for gay and 
bisexual men and African communities. 


Nelson can see many ways to improve Terrence Higgins Trust Bristol's results in 
the community, while working with PCTs to achieve their goals. “We would like PCTs 
to consider additional funding, for example, for a sectional worker for the African 
outreach and support”. 
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Conclusion 


We believe it is very important to ensure the continuation of all the good strategic 
work put in place by the Government to address the epidemic of STIs in this country, 
and ensure that sexual health services, including contraception and abortion, meet 
the needs of the population. 


With the current financial pressures on the NH6, we are afraid that sexual health 
services will be the victims of disinvestment by PCTs. 


We have included examples of best practice which we believe illustrate an appetite 
for change, innovation and improving services. 


We also wish to acknowledge the Department of Health's work and support in helping 
achieve the prioritisation of the 48 hour GUM access target, and the reduction of VAT 
on condoms. 


This report is timely as it is published at the beginning of the reconfiguration of the 
NHS offering an opportunity for the IAG to contribute to shaping change for sexual 
health services. 
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IAG Activities in 2005/06 


; " ra sme oes - 
Quarterly Meetings: 
- -~ 


6 December 2005 
15 March 2006 

14 June 2006 

20 September 2006 


CT serh lierhte 
FrLlignlidgdsts 


Workstreams on sexual health in prisons and knowing transmission of HIV have 
been developed in 2005/06, and will be carried through the workplan in 2007/08, as 
will other issues around social care, exclusion and stigma. The media sub group has 
continued regular meetings. 


The IAG has monitored progress of 48 hour GUM access, protection of abortion 
provision and promotion of PSHE as a statutory subject in the National Curriculum. 
The IAG participated in the Modernisation Seminar and actively promotes 
innovation. 


The IAG has been looking at new developments including the National Programme 
for IT and Sexual Health, Payment by Results, the reduction of VAT on condoms (and 
how this reduction will be parlayed in vending machines], and other issues around 
modernisation. 


THE IAG has continued to maintain its support and involvement with the BME 
Communities, National Union of Students Sexual Health Group, RCN Sexual Health 
Group, and promoting and supporting the role of nurses in the delivery of Sexual 
Health services. 


The IAG is currently working on a strategy to provide integration of services for 
alcohol, drugs and sex for young people. 


The IAG is liaising with the Local Government Association on the promotion of good 
sexual health in the community. 


A cdiieys coe 
ACTIVI y 


The Chair undertakes regular meetings with Ministers including the Secretary of 
State for Health, Patricia Hewitt, and the Minister for Public Health, Caroline Flint 
as well as with senior officials in the Department of Health and other organisations 
such as the Healthcare Commission, Teenage Pregnancy IAG, and voluntary groups 
e.g. NAT, THT and Brook. The Chair has also met with Ministers at the DfES. 


The Chair sits on the National Programme Board, has participated in a number 
of conferences, has made numerous visits to see activity on the ground, and held 
regular meetings with a number of those involved in the sexual health field. 


The Chair has been appointed an Honorary Fellow of the Faculty of Family Planning 
and Reproductive Health Care. 
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